Western University

Scholarship@Western
Digitized Theses

Digitized Special Collections

2011

UNDERSTANDING THE GENDERED EXPECTATIONS AND
EXEMPTIONS EXPERIENCED BY MALE DOUBLE DUTY
CAREGIVERS: A QUALITATIVE SECONDARY ANALYSIS
Ana Paula Anjos

Follow this and additional works at: https://ir.lib.uwo.ca/digitizedtheses

Recommended Citation
Anjos, Ana Paula, "UNDERSTANDING THE GENDERED EXPECTATIONS AND EXEMPTIONS EXPERIENCED
BY MALE DOUBLE DUTY CAREGIVERS: A QUALITATIVE SECONDARY ANALYSIS" (2011). Digitized Theses.
3603.
https://ir.lib.uwo.ca/digitizedtheses/3603

This Thesis is brought to you for free and open access by the Digitized Special Collections at
Scholarship@Western. It has been accepted for inclusion in Digitized Theses by an authorized administrator of
Scholarship@Western. For more information, please contact wlswadmin@uwo.ca.

UNDERSTANDING THE GENDERED EXPECTATIONS AND EXEMPTIONS
EXPERIENCED BY MALE DOUBLE DUTY CAREGIVERS:
A QUALITATIVE SECONDARY ANALYSIS

(Spine title: Gendered Expectations / Exemptions Experienced by Male DDCs)
(Thesis format: Integrated-Article)

by

Ana Paula Anios

Graduate Program in Nursing
(

A thesis submitted in partial fulfillment
of the requirements for the degree of
Master o f Science in Nursing

School of Graduate and Postdoctoral Studies
The University of Western Ontario
London, Ontario, Canada

© Ana Paula Anjos 2011

11
THE UNIVERSITY OF WESTERN ONTARIO
SCHOOL OF GRADUATE AND POSTDOCTORAL STUDIES

CERTIFICATE OF EXAMINATION

Supervisor

Examiners

Dr. C. Ward-Griffin

Dr. M. Evans

Supervisory Committee

Dr. A. Oudshoorn

Dr. B. Leipert

Dr. J. Brown

The thesis by

Ana Paula Anjos

entitled:
Understanding the Gendered Expectations and Exemptions
Experienced by Male Double Duty Caregivers:
A Qualitative Secondary Analysis

is accepted in partial fulfillment o f the
requirements for the degree of
Master of Science in Nursing

D ate:_____________________

_________________________________
Chair of the Thesis Examination Board

li

Ill
ABSTRACT
There is growing evidence that employed family caregivers experience challenges
in balancing multiple demands associated with family caregiving. In particular health
professionals who are also family caregivers, defined as double duty caregivers (DDCs),
are expected to use their professional knowledge and skills in the provision of family
care. The purpose of this qualitative secondary analysis was to explore how gendered
expectations and exemptions entered into the caregiving and health experiences of male
nurses who were DDCs. The overarching theme was the determinants of care, and
included the subthemes o f familial responsibility and relationships, nursing knowledge
and skills, and access to resources. Being a male nurse and male family member created
intersecting gendered expectations and exemptions. These coexisting, and at times
conflicting expectations and exemptions, constituted by the determinants of care, bore a
direct influence on male DDCs' health as they experienced tension when negotiating their
dual roles. The study findings have direct implications for healthcare policy and practice,
research, and theory development.

KEYWORDS: double duty caregivers, family caregivers, professional caregivers, nurses,
gendered expectations, gendered exemptions
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Chapter 1
Background
Shifting demographic trends as well as health care reforms have contributed to an
increased reliance on families to care for older adults at home. With the upward shift in
the population o f older adults in Canada, the number of people caring for seniors is
anticipated to increase. As of 2009, Canadians aged 65 years or older comprise 14% of
the population and it is estimated that this figure will increase to 25% by the year 2035
(Statistics Canada, 2010). In addition, approximately 2.7 million people aged 45 and
over are providing assistance and care to one or more chronically ill older adult (Vezina
& Turcotte, 2010). More than 1.4 million Canadians aged 45 years and over also held
fulltime employment while providing care to older adults (Fast, 2005). Although
providing care may be a rewarding experience (Gonyea, Paris & Zerden, 2008; Johnson,
2009), there is evidence that caregiving can have negative effects on the caregivers’
health (Levine, Halper, Peist & Gould, 2010; Savage & Bailey, 2004). Specifically, it is
estimated that 60% of familial caregivers will have a health crisis afterl8 months of
caregiving (Sawatzky & Fowler-Kerry, 2003).
Historically, women have been the family care providers, while men provided
financial support (Pavalko, Henderson & Cott, 2007). Today, women continue to assume
more responsibilities as the primary family caregiver, making up 70% or more of all
family caregivers (Savage & Bailey, 2004; Vezina & Turcotte, 2010) and suffering
greater negative health effects compared to men, such as depression and stress (Bedard,
Koivuranla & Stuckey, 2004; Marshall, 2006; Pavalko et al.). Men typically call upon a
large repertoire o f reasons that relieve them of their familial care responsibilities
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(Matthews, 2002). These reasons are generally a reflection of gender norms that have
been created and utilized by society to explain the division of familial care obligations
(Arber & Ginn, 2008; Connidis & McMullin, 2002; Matthews).
Gender norms are defined as the unwritten rules that dictate appropriate or
acceptable behaviors for men and women (Lee Badgett & Folbre, 2001). These gendered
norms are closely linked to socially constructed expectations (Lee Badgett & Folbre) that
encourage both men and women to conform to types of behaviours, including the type of
work they do inside and outside the home. Over time gender norms and their associated
expectations and exemptions can change and evolve with the needs of society. Still,
within western society many areas of work are delineated as ‘men’s work’ or ‘women’s
work’ (Breen & Cooke, 2005). Divisions in labour tend to reinforce gender norms,
where men and women conform to gendered expectations of appropriate ‘male’ and
‘female’ work and act accordingly (Cancian & Oliker, 2000). Despite women’s
increased entry into the workforce, rarely do they occupy the same positions as men
(Armstrong, 2008; Christie-Mizell, 2006). Men tend to earn more than women and hold
higher status employment, usually focused on managerial work (Armstrong; ChristieMizell), which may also be attributed to the gendered expectations o f men to occupy
these positions. Similarly, expectations o f women to devote a greater amount of time to
domestic, child and elder care may restrict their ability to fairly compete with men in the
workforce (Pavalko et al., 2007). Such occupational segregation is a major social
problem as it is often linked to other social and health inequities between men and
women, such as lower socio-economic status and access to health care support and
services (Christie-Mizell).

3
Occupational gender divisions can be clearly seen amongst healthcare
professions, especially within nursing (Evans, 2004). Similar to familial caregiving,
women occupy a larger percentage of the nursing profession (Statistics Canada, 2006), an
occupation largely focused on providing care. In contrast, men in the nursing profession
occupy the majority o f higher salary and prestigious managerial positions (Mullen &
Harrison, 2008; Whittock, Edwards, McLaren & Robinson, 2002). This may be the
result of men having greater interest in job promotion than their female counterparts
(Mullen & Harrison; Whittock et al.). However, others have suggested that the intimate
physical care involved in caregiving and its association with ‘women's work’ have
facilitated and motivated men in moving up the professional ladder and away from the
more hands-on care involved in direct care positions (Pavalko et al., 2007). Similarly,
although both men and women may encounter discrimination in professions that are
dominated by the opposite sex (Williams, 1992), men’s social position appears to carry
over into their profession, which provides them advantages to enhance their position
within female-dominated professions, such as nursing.
Nurses who are familial caregivers, in addition to professional caregivers, are
referred to as double duty caregivers (DDCs) (Ward-Griffin, 2004). Female DDCs may
experience increased demands from social, familial and professional gendered
expectations. While gendered expectations may exempt male DDCs from familial care,
they may simultaneously face expectations to use their professional knowledge. In
addition, men appear to hold a position of privilege in both professional and familial
caregiving and this may play a part in their double duty caregiving (DDC) experience.
Male DDCs may encounter unique experiences as a result of the combination of gendered
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expectations and exemptions. As such, one would question how the experience of
expectations and exemptions enters into how male DDCs negotiate the care they provide
to their family members. Thus, the extent to which gendered expectations and
exemptions constitute the caregiving experience of DDCs needs to be further explored.
This qualitative secondary analysis aimed to provide insight into the caregiving
experiences of male DDCs and subsequently their health experiences, in an effort to
address the current research gap.

Summary of Literature Review
Current caregiving literature is extensive, but tends to focus on familial or
professional caregiving separately. The literature that addresses DDCs focuses on the
duality of the caregiving domains and how DDCs navigate between them (Barrett &
Marshall, 1992; Ross, Rideout & Carson, 1994; Ward-Griffin, 2004). Some studies
revealed that while possessing nursing knowledge and skills may be beneficial, DDCs
experience expectations typically not faced by family caregivers without a healthcare
background (Ross et al.; Ward-Griffin), which may ultimately have a negative impact on
their health.
In general, the nursing literature reveals that male nurses are often advantaged in
attaining higher status nursing positions (Mullen & Harrison, 2008; Whittock et al.,
2002). Similarly, men appear to be at an advantage within familial caregiving. These
advantages are partly due to norms that reinforce gendered expectations and permit their
exemptions from aspects o f familial care (Marks, Lambert & Choi 2002; Matthews,
2002; Pinquart & Sorensen, 2006). Although both male and female DDCs face
expectations to provide care to family members due to their professional knowledge and
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skills (Ward-Griffm, 2004; Ward-Griffin, Brown, Vandervoort & McNair 2005), male
DDCs may be exempt from these expectations as a result of the exemptions they already
experience within familial caregiving. Whereas female DDCs are likely to experience
gendered expectations from both the professional and familial caregiving domains, male
DDCs may face a combination of familial care exemptions and professional care
expectations. Questions regarding how gendered expectations and exemptions enter into
the male DDC caregiving experience and concurrent health experiences have yet to be
addressed in the current literature.

Purpose
This qualitative supplementary secondary analysis applied a constructivist lens
largely informed by the scholarly work of West and Zimmerman (1987). According to
West and Zimmerman, men and women do not solely achieve a gender through a set of
traits and norms, but rather, gender is both a product as well as a process of social
interaction. The perspective of gender as a social construction highlights the role of the
individual in creating, maintaining or challenging gender through interactions with
society and other individuals (Connell, 2005; Deutsch, 2007; West & Zimmerman).
The original study’s purpose was to refine the conceptual knowledge of DDC and
to further explore the health experiences o f DDCs by addressing the broader contextual
factors, such as gender, occupation and geographical location of DDCs (Ward-Griffm,
2009). Although gender was examined in the original study, the purpose of this
secondary analysis was to specifically explore the gendered expectations and exemptions
experienced by male DDCs in the original study. The research questions for this
secondary analysis were: What are the gendered expectations experienced by male
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DDCs? What are the gendered exemptions experienced by male DDCs? How do
gendered expectations and exemptions enter into the health experiences of male DDCs?

Declaration of Self
Prior to exploring my research questions, it is important for me to address my
own biases, prejudices and assumptions related to the phenomenon being studied.
Specifically, in interpretive research, the purpose of declaring pre-conceived assumptions
is to understand what the researcher believes about the phenomenon under study. By
declaring these preconceptions up front, they are made explicit and explain how they may
have entered into the analysis (Lopez & Willis, 2004).
My understanding o f double duty caregivers comes from both personal and
professional experiences. My personal experience came from being a DDC myself.
While caring for a grandparent, I noted that my nursing background affected the care I
provided and what was expected of me. In addition, I was able to compare and contrast
my experience with that o f my mother, who was balancing non-healthcare work and
family caregiving. My professional experience came from working as a nurse in a city
emergency department that gave me the opportunity to interact with many family
caregivers and DDCs o f both genders. Finally, during my post-graduate studies I had the
opportunity to work as a research assistant in one of Dr. Ward-Griffin’s DDC studies,
which was addressing the health and other social effects of DDC.
All the aforementioned events played a role in my understanding and assumptions
related to the DDCs. Therefore, I entered into this research with my own pre-conceived
ideas and understandings o f the DDC experience. My own experience was that as a DDC
I had the advantage o f having or being able to access the knowledge to understand the

health issues occurring with my family member. However, this at times was a
disadvantage because I was heavily relied on to provide care and information to other
individuals involved in my grandparent’s care. In my work experience, I encountered a
larger number o f female family caregivers in comparison to male family caregivers. I
believe that male DDCs specifically, may not experience the same types of expectations
compared to their female counterparts. Male DDCs may be expected to use their
healthcare background to aid their female family members in care provision, however
likely do not fill primary caregiver roles themselves. Furthermore, I believe male DDCs’
health experiences may be influenced by the gender norms they encounter in their
caregiving experiences. All o f these preconceived ideas and understandings of the DDC
phenomenon could potentially shape how I interpret and analyze the data.

Methodology
Qualitative secondary analysis is an emerging method that uses previously
collected data to pursue research interests distinct from the original primary study
(Heaton, 2004). A secondary analysis aims to answer new research questions or provide
a new perspective on similar questions (Heaton). Although substantial amounts of
qualitative data exist, there is a limited amount of qualitative secondary analyses
(Heaton). An acknowledged strength of qualitative secondary analysis is the
maximization of available data due to the limitations and associated costs associated with
conducting primary research (Heaton).
Supplementary secondary analysis o f qualitative data was used for this study.
Supplementary secondary analysis involves a more in-depth exploration of an emergent
issue that was not fully addressed in the original study (Heaton). A subset of twenty-
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eight transcripts and field notes of the original fifty, obtained from interviews, were
examined in this secondary analysis.

Significance of the Study
The World Health Organization (2010) recognizes that gender norms give rise to
inequalities that may lead to inequities in health, thus making gender a powerful
determinant o f health (Keleher, 2004; Raphael, 2009). In this study, we recognize that
health is not simply the absence of illness; rather it is the presence of physical, mental
and social wellbeing (World Health Organization, 2003). In addition, health should be
viewed as a collective social responsibility and not as an individual onus. As such, there
are multiple and varied determinants of health. Specifically, social determinants of health
are the societal structures and conditions that shape the health of communities,
individuals and populations (Raphael). Social and gender norms, which are determinants
of health, appear to play a large role in shaping familial obligation to care for relatives,
and it is likely that gendered expectations and exemptions have an effect on the health of
DDCs. Though it is well documented that women suffer increased negative health effects
of familial caregiving in comparison to men (Sawatzky & Foweler-Kerry, 2003), few
studies address the role that gendered expectations and exemptions play in the health
experiences of men who are providing care.
In the face o f a pending demographic shift and reforms to health care, there exists
an urgent need for more research on the experiences of family caregivers and possible
consequent health effects, specifically for male DDCs whose unique experiences may be
particularly informative. The findings o f this secondary analysis will provide important
insights and may inform the development o f social and healthcare polices related to
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DDCs and men’s health, with concomitant effects for women’s health. The results of this
study may also serve to inform future policy decisions and practice recommendations to
assist healthcare professionals, decision-makers and other key stakeholders in supporting
and improving the health of employed family caregivers. It is also hoped that sharing the
results of this study through conferences and publications will stimulate further research
in this increasingly important area of study.
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Chapter 2
Background
Worldwide, nations are experiencing an upward demographic shift in the average
age o f their population. It is expected that the number of individuals aged 85 years or
older in Canada will to grow from 430,000 to over 1.6 million by the year 2041 (Health
Canada, 2002), and with the incidence of chronic illnesses rising amongst older adults
(Health Canada), the increased need for care of older adults is unavoidable. In addition
to these changing demographic trends, reforms in health care have led to increased
cutbacks, shorter hospital stays, and increased community care, which is creating a
greater reliance on and need for family caregivers (Armstrong, 2002; Ward-Griffin &
Marshall, 2003). Additionally, cutbacks to community home healthcare have resulted in
a shift of care from paid health care professionals to family members (Armstrong).
Ongoing health care reforms and cutbacks have contributed to a large population
of people who are required to provide familial care; this may be especially true of those
family caregivers who have the expertise and knowledge of health care, such as nurses.
Nurses and other health care professionals who are familial caregivers and professional
caregivers are referred to as double duty caregivers (DDCs) (Ward-Griffin, 2004).
Because o f their professional knowledge and skills, DDCs are in a unique situation where
they are often expected to provide familial care (Ward-Griffin). Furthermore female
DDCs have reported that their familial and professional expectations are shaped by
gender norms (Ward-Griffin, Brown, Vandervoort & McNair, 2005), however little is
known about male DDCs and if they experience similar gendered expectations, or if
gendered exemptions enter into their double duty caregiving experiences. Although
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current studies on DDCs are informative, they fail to address the possible coexistence of
the gendered expectations and exemptions experienced by male DDCs.

Literature Review
The following literature review is comprised of peer-reviewed articles published
between 1994 and 2011 from multiple literature databases (CINAHL, Proquest, PubMed,
SCOPUS, PsychINFO), using a combination of key words [gender, caregiving (formal,
informal, paid, unpaid, professional, familial), workplace, siblings, family, relationships,
nurses, health professionals, double duty caregiving, work-life balance]. Reference
tracking of research material was also used to identify additional articles. General themes
regarding familial and professional caregiving were found. The following review is
organized as follows: social construction o f gender; familial caregiving; professional
caregiving; and the combination of familial and professional caregiving.

Social Construction of Gender
Men and women may carry out gender roles within their work by yielding to
gendered expectations o f professional conduct (Giuffre & Williams, 2000; Pringle, 1996;
Sargent, 2005), which are further reinforced by gendered organizational policies and
practices (Giuffre & Williams). These social structures in the workplace can be subtle,
but strongly reinforce gender ideologies. For example, Pringle’s study of female doctors’
relationship with nurses found that female doctors were expected to conform to
stereotypical feminine behaviour. They often would engage in work typically performed
by nurses and avoided expressions of explicit authority. In addition, individuals also
simultaneously reinforced gender norms by conforming to gendered expectations, which
further reproduced them, and thus establishing a perpetual loop of gender creating gender
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through conformity to norms.
Despite the substantial advances o f gender equality over the years, certain norms
and biases continue to be perpetuated. Social norms and the associated expectations
often determine how gender should be enacted. Inequalities may arise from the social
constructions o f gender, which often privilege some individuals over others. In most
circumstances, males appear to have a social advantage that propels them into more
advantageous positions within society (Smith & Shin, 2010). Social privilege may play a
key role in shaping gendered caregiving expectations, specifically in linking women to
familial and professional caregiving.

Familial Caregiving
In Canada, approximately three of every four family caregivers are women
(Bedard, Koivuranla & Stuckey, 2004; Sawatzky & Fowler-Kerry, 2003; Statistics
Canada, 2006), as there exists an underlying gendered expectation for women to assume
traditional caregiving roles (Pavalko, Henderson & Cott, 2007). As family caregivers,
individuals are likely to draw upon gender norms and use specific skills and strategies to
affirm gendered expectations (Ussher & Sandoval, 2008). For example, daughters are
three times more likely than sons to provide domestic or intimate personal care to their
parent (Marks, Lambert & Choi, 2002; Matthews, 2002; Pinquart & Sorensen, 2006;
Sarkisian & Gerstel, 2004). Male caregivers tend to focus on tasks more consistent with
traditional male gender roles, such as home or yard maintenance and financial assistance,
while being exempt from the traditional female roles associated with care (Marks et al.;
Matthews; Matthews & Heidorn, 1998; Pinquart & Sorensen). Men are often socialized
to avoid emotional carework and, in adhering to their gendered tasks, they are able to stay
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within their socially constructed gender roles (Pinquart & Sorensen).
Men who occupy the role o f primary caregiver are reported to delegate tasks that
are viewed as ‘feminine’ to female family members (Campbell & Martin-Matthews,
2000a, 2000b, 2003; Matthews, 2002). The differences in caregiving expectations and
the power to delegate or be delegated to speaks to different gendered expectations of
familial caregiving. It appears that men are in a more advantageous position that uses
gendered norms to exempt them from aspects of care, while the same gendered norms
place increased expectations on women to provide care.
Multiple studies discuss the numerous circumstances that sons and daughters use
to explain their involvement, or lack of, in filial care (Arber & Ginn, 2008; Matthews,
2002). The concept o f ‘legitimate excuses’, developed by Finch (1989), encompasses the
reasons or circumstances considered as valid explanations for an individual's limited
involvement in familial caregiving. According to this concept, such excuses absolve
individuals who are seen to be unable or unwilling to provide care.
Some literature refers to the time available and to external resources as reasons
that help explain familial care involvement. Time constraints and work obligations are
often viewed as valid reasons for the removal of one's self from providing care to family
members (Connidis & McMullin, 2002; Marks et al., 2002). Accordingly, it seems that
men and women may have a different repertoire o f excuses upon which to rely on, with
those provided by women being less readily accepted (Matthews, 2002). For example,
inequities in the labour market, where women earn, on average, inferior wages to men,
reinforce the expectation for women to be caregivers since it may be seen as financially
inexcusable to sacrifice a man’s higher salary (Armstrong, 2008; Christie-Mizell, 2006).
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The higher salaries o f men also highlights the greater social value given to men’s work,
which may give sons a greater advantage than daughters in using work related excuses to
limit their participation in familial care.
Within the literature, lack of competence or skill is also reported as a major
‘legitimate excuse’ for not providing care to ill family members. Women are regarded to
be 'natural carers' and somewhat more competent in the provision o f care than men
(Calasanti & King, 2007; Russell, 2001), thus placing increased expectations on women
due to the gender norms that define them as the ‘ideal’ caregiver. However, the
successful use o f ‘legitimate excuses’ does not translate across all situations and often
diminishes with the degree of caregiving necessary when familial obligation begins to
trump social expectations and exemptions (Campbell & Martin-Matthews, 2003;
Guberman, 1999, Matthews, 2002). Several researchers have suggested that sons’
caregiving involvement is dependent upon their parent's condition becoming unstable or
reaching a higher level o f need (Guberman; Matthews). Still, in these circumstances,
female relatives continue to take on the majority o f care (Campbell & Martin-Matthews,
2000b, 2003).
Family structure may also dictate the degree of male involvement with caregiving.
In brother-only sibling networks, sons typically provide more care to parents, relative to
mixed-sibling networks, and rely more on formal services to help compensate for the
tasks perceived as ‘women’s work’ (Matthews & Heidorn, 1998; St.Amant, 2008).
Unmarried sons and daughters also take on greater parental caregiving than married sons
and daughters (Campbell, 2010; Fingerman, 2001). The difference may lie in perceived
obligations. Being unmarried may give the perception o f greater availability. In brief, it
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appears that men (and society) tend to assume and expect that women, when present, will
be the main care providers to family members.

Professional Caregiving
According to the 2006 Canadian Census, 94.2% of registered nurses are female
and 5.8% are male (Statistics Canada, 2006). Still, women are increasingly employed
within lower-paid nursing positions (Statistics Canada), while men are mostly
concentrated within positions of higher salary, prestige and authority (Mullen &
Harrison, 2008; Whittock, Edwards, McLaren, Robinson, 2002). The reasons for this
phenomenon may be due to gendered expectations and exemptions.
Although both male and female nurses equally value the opportunity to provide
care for patients (Boughn, 2001), sex differences appear to exist within the nursing
profession (Mullen & Harrison, 2008; Whittock et al., 2002). The feminization of paid
carework in western society can be linked historically to the identification of nursing as
‘women's work’ that extends from their domestic and maternal roles (Cancian & Oliker,
2000; Huebner, 2007; Pavalko et al, 2007; Twigg, 2000). Though male and female
nurses are educated equally, women have a greater range o f expectations related to caring
behaviors and actions, which reinforces their role in the provision of care (Calasanti &
King, 2007; Pavalko et al.)
Where intimate physical care is part of the required and expected skills of
healthcare professions, female careworkers tend to provide intimate physical care while
empathizing with and displaying friendliness and informality toward their patients,
whereas male careworkers tend to perform the same care in a more sterile and
emotionally detached way (Giuffre & Williams, 2000; Huebner, 2007; Twigg, 2000).
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Multiple studies o f males in the nursing profession highlight a need to downplay
feminine aspects o f the profession in reaction to perceived social disapproval for their
involvement in a feminized occupation (Cross & Baglihole, 2002), as well as gendered
expectations from their colleagues (Calasanti & King, 2007; Twigg). Accordingly, men
tend to avoid caregiving professions because generally they involve qualities associated
with femininity (Cancian & Oliker, 2000). Men who do engage in ‘feminine’ work are
thus challenged to reinforce their masculinity in other ways. Despite having the same
responsibilities, male nurses tend to deemphasize the nurturing elements of their job and
highlight the practical tasks, professional training, technical skills and physical strength
involved (Cross & Baglihole; Williams). Such strategies enable men to re-define their
work to conform to gendered social expectations. Similarly, the increased concentration
of male nurses in higher status positions may be the result of managerial positions
aligning more closely to typical male gender norms.

Double Duty Caregiving: Combining Professional and Familial Caregiving
With the upward shift in the population of older adults in Canada, many
individuals have had to simultaneously overlap family caregiving with employment.
Some researchers have begun to focus on nurses who are both professional caregivers
and familial caregivers (Mills & Aubeeluck, 2006; Ross, Rideout, & Carson, 1994;
Rutman, 1996; Scott, Hwang & Rogers, 2006; Walters et al., 1996; Ward-Griffin, 2004;
2009; Ward-Griffin et al., 2005; 2009). Ward-Griffin (2004) has defined these nurses as
‘double duty caregivers’ (DDCs). DDCs are in a unique position in that they experience
the combined gendered expectations faced by both professional caregivers and family
caregivers. However, male DDCs may be exempt from these unique expectations as a
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result of the exemptions they already experience with familial and professional
caregiving.
In general, little is known about DDCs. Most of the current literature focuses on
how DDCs navigate between the dual caregiving domains (Barrett & Marshall, 1992;
Ross et al., 1994; Ward-Griffin, 2004). Some researchers are of the opinion that
professional caregiving is a separate domain, distinct from familial caregiving, and that
one does not impact the other (Barrett & Marshall). Others believe that the uniqueness of
nurses’ experiences o f familial caregiving is embedded in the duality of the caregiving
roles (Ross et al.; Ward-Griffin). Conceptualizing these two caregiving domains as
separate may account for the limited research available on DDCs (Ward-Griffin).
Although nurses may view their family caregiving roles as natural extensions of
their formal caregiving, many feel they have no choice in assuming care, but rather feel
obliged to use their nursing knowledge and skills (Ward-Griffin, 2004; Ward-Griffin et
al., 2005). While DDCs acknowledge their advantage of having nursing knowledge and
connections with the formal health care system, it is also sometimes problematic as
healthcare professionals and family members expect DDCs to take on care that they do
not feel adequately prepared to do (Ward-Griffin et al., 2005; 2009). Furthermore,
professional nursing practice standards fail to adequately guide DDCs in regards to their
familial care responsibilities. Indeed, when engaging in double duty care, nurses
experience a blurring o f the boundaries between work and family life, and are constantly
challenged to find balance (Ward-Griffin; Ward-Griffin et al., 2005; 2009). Inherent in
these challenges is the issue of the combined gendered expectations and exemptions that
are associated with both professional and familial caregiving. Although expectations and
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exemptions are acknowledged separately within the familial and professional caregiving
literature, many unanswered questions regarding DDCs remain. Specifically, questions
regarding how the dialectic of gendered expectations and exemptions affect DDCs’
health remain unanswered. As such, a qualitative secondary analysis examining the
caregiving experiences o f male DDCs was conducted.

Purpose and Research Questions
The purpose o f this study was to explore how gendered expectations and
exemptions enter into the caregiving and health experience o f male DDCs. The research
questions for this secondary analysis were: What are the gendered expectations
experienced by male DDCs? What are the gendered exemptions experienced by male
DDCs? How do gendered expectations and exemptions enter into the health experiences
o f male DDCs?

Theoretical Lens
This study applied a social constructivist lens informed by the scholarly work of
West and Zimmerman (1987). Gender typically refers to socially constructed roles,
behaviours, activities, and attributes expected or not expected of men and women
(Connell, 2005; West & Zimmerman). West and Zimmerman provide a useful summary
of how gender is socially constructed and ‘done’. They claim that gender should be
understood as a “routine, methodical, and recurring accomplishment" that is constructed
and deconstructed in everyday social interactions (p. 126). Men and women do not solely
achieve a gender through a set of traits and norms, but rather, gender is both a product as
well as a process o f social interaction (West & Zimmerman). In other words, individuals
behave in response to what they perceive to be socially acceptable for their gender.
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Therefore, gender norms and expectations regarding femininity and masculinity, as well
as individuals' conformity and resistance to them, are not fixed (Deutsch, 2007;
Fenstermaker & West, 2002). However, within western cultures gender norms are
largely based on the dichotomous understandings of men and women. In addition, West
and Zimmerman state that individuals are constantly accountable to gender norms and
consequently perceive that other individuals are also gendered and accountable.
Similarly, Deutsch concurs that gender is an overriding and powerful status.
West and Zimmerman also question the importance of creating differences
between the sexes in order to create the idea of ‘natural’ gendered characteristics. These
differences may benefit or hinder one sex over the other in similar situations. The
successful construction o f gender is dependent upon how ‘natural’ these constructed
differences between men and women appear to others and how often they are drawn upon
in social interactions (Fenstermaker & West, 2002). Thus, gender may also be
maintained or ‘done’ through creating and sustaining these-presumed differences.
The perspective o f gender as a social construction highlights the role of the
individual in creating, maintaining or challenging gender through interactions with
society and other individuals (Connell, 2005; Deutsch, 2007; West and Zimmerman,
1987). The focus on the individual and his or her relationship with society in the
construction o f gender speaks to a relational understanding of health. Within this
framework, health is viewed as a co-creation through relationships (Hartrick, 2002). The
ways in which men and women relate to socially constructed gender norms and their
associated expectations and exemptions ultimately affects their health.
There is a general understanding throughout the nursing literature that building
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relationships improves client care. The relational experience is co-created, and can be
health promoting (Hartrick, 2002). A relational lens assumes that people, environments,
contexts and processes are essentially connected and influencing each other (Doane &
Varcoe, 2007). In addition, inquiry through a relational lens “rests on the assumption that
people are contextual beings who exist in relation with others and with social, cultural,
political and historical processes” (Doane & Varcoe, p. 198). People are constantly
interacting and consequently affected by relationships (Doane & Varcoe). An
individual’s sense of identity and health experience is interrelated and influenced by
one’s relation to everyone and everything (Doane & Varcoe; Hartrick), and includes
social norms. By understanding the relationship between male DDCs’ experience of
gendered expectations and exemptions, this study aims to provide insight into the health
experiences of DDCs.

Methodology
Original Study Overview
This study is a qualitative secondary analysis of data originally collected to
investigate the health experiences of double duty caregivers. The original study, entitled
“Health professionals caring for elderly relatives: Investigating the health effects of
double duty caregiving” (Ward-Griffin, 2009), was a sequential mixed-methods study,
incorporating both quantitative (phase 1) and qualitative (phase 2) data. Specifically,
phase two of the study used a constructivist grounded theory approach to further explore
the theoretical dimensions o f expectations, resources, negotiating strategies and
caregiving interface proposed in earlier DDC studies. Its main objectives were to refine
the conceptual knowledge of DDC and to further explore the health experiences of
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DDCs, and the broader contextual factors that shape these experiences.
The original study involved practicing registered nurses who were also family
caregivers. In phase 1, surveys were mailed to nurses in British Columbia, Ontario and
Nova Scotia who were 40 years or older and working in direct practice in a health care
facility. At the end of each survey, participants who were DDCs were invited to partake
in phase 2 of the study, which involved telephone interviews to discuss their distinct
experiences as DDCs. In total, 50 of these (28 males, 22 females) were contacted for two
interviews.
Data were gathered from telephone interviews conducted at two different times,
approximately six to ten months apart. Guided by a semi-structured interview guide, the
participants were asked non-directive questions designed to trigger dialogue about their
experiences as DDCs. The questions focused on familial care expectations, resources,
strategies and health experiences.

Qualitative Secondary Analysis
Derived from the original study, this study is a qualitative supplementary
secondary analysis, which involved a more in-depth exploration o f an issue that was not
fully addressed in the original study (Heaton, 2004). Although gender was examined in
the original study, this secondary analysis explored the gendered expectations and
exemptions experienced by male DDCs, with the goal of addressing the current research
gapAn interpretive or constructivist lens, which recognizes and promotes the co
creation o f meaning (Borkan, 1999) was used to explore the experiences of male DDCs,
with an awareness that their experience is likely influenced by their social interactions

and what they perceive to be socially acceptable for their gender. This secondary
analysis included 28 transcripts and fieldnotes from interviews with male DDCs. The
male DDCs included in this secondary analysis ranged in age from 40 to 63 years.
Seventy percent were currently living with a partner while the remaining 30% were never
married, divorced or widowed. Most of the individuals held full time employment in
hospital or community care management positions or in high acuity departments such as
the operating room or emergency units, with 72% working between 30 and 49 hours per
week. Although most DDCs (61%) cared for only one family member, some provided
care for two (28%) or three (11%) family members at a time. The number o f hours spent
caring for their family members varied significantly, between 1 to 21 hours per week,
with 24% providing 2 hours a week. Most of the male DDCs were sons or sons-in-law
and provision o f care included either hands-on-care (e.g. activities of daily living:
bathing, feeding), supervisory care (e.g. monitoring physical condition, attending
appointments) or emotional care (e.g. being available when needed, being in regular
contact).
Immersion and crystallization were used to help elicit interpretive findings
(Borkan, 1999; Lincoln & Guba, 1985). Immersion consisted of ongoing, simultaneously
listening to audio-recordings and reading transcripts in detail. A summary of main points
and questions related to each transcript were kept in a research journal, used for further
reflection on findings. With this ongoing process key phrases and concepts were
identified. Concepts were categorized until themes and patterns emerged (Borkan;
Patton, 2001). Analysis began with initial coding, where data were condensed and
organized into categories, followed by focused coding, which builds on the initial codes
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by elaborating on a select few codes, and discarding those considered less descriptive
(Lofland, Snow, Anderson & Lofland, 2006). Crystallization involved keeping an
ongoing reflective journal that captured questions and memos on the coding categories
and research experience. Self-reflexivity was undertaken to ensure credibility and
authenticity. Qualitative research from a social constructivist lens depends “on the
intersubjective (co-) creation of meaning and understanding” (Angen, 2000, p 383).
Credibility and authenticity are established through understanding and recognizing
pertinent preconceptions through reflection (Angen; Ratner, 2002). In an effort to be
attentive to and conscious of how the researchers’ experiences and assumption may have
entered into the analysis (Patton, 2001; Ratner), a reflective journal was kept which
encouraged self-awareness and self-questioning about my preconceptions of the
advantages male DDCs may possess.
A matrix of participants and concepts, which included context specific
information about each participant, such as place o f work and care recipient, was kept
and updated to assist with finding patterns and processes. Ongoing immersion and
crystallization helped create a synthesis o f the data findings and interpretation (Borkan,
1999; Lincoln & Guba, 1995). NVivo software was employed to manage the themes as
they related to the data, facilitated organization by recording the author’s insights and
memos as they related to the themes and codes, and provided support for the
identification o f relationships within the data.

Limitations
The limitations of qualitative secondary analysis were addressed and
acknowledged to ensure credibility. Credibility refers to the efforts made to establish
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confidence in the interpretation of the data (Whittemore, Chase & Mandle, 2001).
Credibility is dependant on the researcher’s analytical abilities and on the richness of the
information gathered (Patton, 2001). Limitations in this study included the use of data
not specifically generated for this study, and the confirmation that the available data fit
with the new research questions (Hinds, Vogel & Clarke-Steffen, 1997; Szabo & Strang,
1997). However, the credibility of this study was fostered by having the principal
investigator o f the original study as the author’s thesis supervisor, who helped address
these limitations by providing verification and reaffirming fit between the original study
and the current study (Szabo & Strang).
Another limitation o f doing a secondary analysis is that typically to explore the
accuracy of meaning found in interviews, research findings are returned to the
participants to ensure that the findings reflect their experiences and resonate with them
(Angen, 2000; Creswell, 2007; Lincoln & Guba, 1985; Sandelowski, 1986). Given the
nature of this study, such member checking with participants was not possible. Thus,
findings were presented to the principal investigator o f the original study for verification
of accuracy and interpretations. Because the principal investigator is very familiar with
the population and the data, this process was a valid and credible replacement for
member checking (Szabo & Strang). In addition, the author’s thesis advisory committee
provided peer review and allowed for debriefing and discussion of findings. Peer
debriefing and discussion helped determine clarity of findings (Angen, 2000; Creswell,
2007). Similarly, debriefing with the principal investigator o f the original study also
helped determine whether the findings resonated with her familiarity with the data and
with DDCs. Written accounts of all debriefing sessions and meetings were kept,
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reviewed, and considered during ongoing data analysis.

Findings
Extensive analysis of the interview transcripts and field notes provided insight
regarding the context o f the male DDC caregiving experience, which was revealed by a
major overarching theme: the determinants of care, and included the subthemes of
familial responsibility and relationships, nursing knowledge and skills, and access to
resources. The gendered expectations and exemptions experienced by male DDCs
occurred within that context. In addition, the health experiences of male DDCs were
most visible at the intersection of their double duty caregiving experiences, as a male
family member and a male nurse. Pseudonyms have been used in place of the
participants’ actual names.

Determinants of Care
For the purpose of this study the determinants o f care were the socially
constructed factors that constitute the gendered expectations and exemptions experienced
by individuals to provide care. Specifically, these gendered expectations and exemptions
entered into the negotiation and distribution of tasks and affected the familial care that
male DDCs did or did not provide. Three determinants of care were revealed: familial
responsibility and relationships, nursing knowledge and skills, and access to resources.

Familial Responsibility and Relationships
Similar to many caregivers, the concept of reciprocity invoked and reinforced the
family responsibility and relationship expectations experienced by male DDCs. Jacob
highlighted reciprocity as a family value that strongly determined who provided familial
care.
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I feel because of the way we were brought up it’s something that we want to do,
make sure we have them around for a long time. Because they’re your parents and
they helped you so you help them back. (...) I think it comes from our
grandparents too, my mom’s and dad’s parents, they always put a strong emphasis
on family sticks together, family helps one another. So I guess that’s where it
really comes from.
In addition, sibling networks typically have a significant role in familial
caregiving experiences. However, as a nurse, male DDCs experienced greater
expectations than their siblings to provide care to family members. Although birth order
and the number o f siblings available may affect their caregiving experience, the onus was
largely placed on the male DDC to tend to health needs.
Even though I have 11 brothers and sisters. I am the nurse, I am the only nurse. So
the expectation is always there. “Oh Darren, will take care of it”. So, I take her to
all her appointments, check up on her meds, her lab work, review everything, and
make sure everything is done (Darren)
Data analysis revealed a constant interplay between birth order and familial
responsibility. At times DDCs referred to birth order as a factor that greatly affected their
caregiving experience. Fred explained how in addition to his health care knowledge and
proximity to the care recipient, his eldest status also impacted his caregiving.
I think my role would be more stressful because now with my father, true
personal care comes in. They live just across town from us so I have the
geographical familiarity, I am the oldest, I am the only health care trained person,
I will have more trouble when my parents get to that situation, for sure.
However, Sam found that his youngest brother [Todd] felt a greater obligation to
his parents. As a result, Sam seemed to resent the fact that Todd took on a more
prominent role as power o f attorney (POA), and thus decided to stop providing health
care advice.
We thought we were making collaborative decisions until one year into the care,
my youngest brother announced, rather ungracefully that he was designated POA.
So that frustrated me and I thought my observations were not being respected.
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And I said “From this point on, you make all the decisions, it’s up to you, I’ll be
available to chat with you whenever you want but don’t ask me for any
decisions”.(...) Todd has a sense o f obligation to mom and dad because he is the
youngest, and stayed with them for a long time. He felt that mom and dad wanted
to die at home so that was his primary obligation and even though us older boys
decided it would be better for mom and dad to be in an institution. Todd vetoed us
because he’s POA.
The loss of control felt by not having POA greatly influenced Sam’s familial
relationships and the care he was willing to provide. This suggests that familial care
responsibility was negotiable and influenced by the power and control that the DDCs did
or did not possess.
Familial responsibility and interpersonal relationships may play a role in the
expectations placed on all family caregivers, however in the case of male DDCs these
expectations were largely related to the intersection of male son and male nurse. The
relationships between the male DDC and other family members changed as a reflection
of their DDC position. Many times, male DDCs were expected to take on the role of
nurse rather than the role of son, husband or father, which likely caused tension between
their gendered expectations as a son, husband, or father versus the expectations to be a
nurse. This tension could cause negative experiences in relationships, as exemplified by
Fred. Fred’s marital relationship suffered significantly, even leading to divorce, as a
result o f his constant struggle to be a nurse to his mother-in-law and a supportive husband
to his wife.
I believe as a son-in-law, you play your role, you do the things you do, but I think
it was positively received. I tried to be almost professional about it and it was a
positive end. The price that I paid was personal in that my wife wasn’t looking for
a professional, she was looking for emotional support and that’s sort of the bat I
swung and missed with, if you will. (...) Basically my wife was frustrated that I
took on that role. I was being the family advisor and not being my wife’s support.
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Nursing Knowledge and Skills
Nursing knowledge is possibly the greatest factor that differentiates double duty
caregivers from other family caregivers. In this study, nursing knowledge was a valuable
commodity that male DDCs and family members relied on and used. The study
participants were aware o f the value of their knowledge, and although it appeared that the
family expected male DDCs to provide answers and use their knowledge, DDCs also
used their nursing knowledge as a means to be exempted from aspects o f care, such as
personal care. For example, John, who provided care to his mother-in-law by answering
health care questions and advocating for home resources, insisted that he would not
provide hands on care because he felt that it should not be an expectation placed on a
male family member, especially a son-in-law.
I’d make sure she’s looked after but I am never doing hands on care for this
person. I’m not going to do it; she’s my mother-in-law. She can get as sick as ever
and I’m not, I’m not going to do it. You know I’ll just make sure the resources are
there to look after her. (...) I’ll help her find the people to do it like CCAC when
she has a surgery, but I am not going to do hands on care, even though I probably
could do it.
Due to their occupational status, male DDCs were expected to have, utilize and
share health care knowledge. For example, Ralph was expected to provide support for a
full range o f health care related concerns, regardless of the type or severity of health
problems.
I am the health-go-to person in my family (...) when anyone has any problems
they’ll call me. I mean they’re all very intelligent, capable people but when
there’s a specific health issue, they phone the brother who is a registered nurse.
In addition, with the nursing knowledge they possessed, DDCs also felt that it was
their obligation to advocate for their relative and guide them through the health care
system. DDCs had the benefit of knowing the health care system and using it to their
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advantage. John’s knowledge of the Community Care Access Center’s (CCAC) system
allowed him to advocate for what he perceived as the appropriate amount of care for his
mother-in-law. As such, his occupational status and knowledge ensured that the CCAC
nurses provided that care, and consequently exempted him.
The nurse is now finished because the dressing’s doing fine. The sutures are out
but she still needs somebody coming in the day and in the evening. But CCAC is
now pressuring her to have less hours and I’m saying “No I want her to have the
same hours for the next 4 weeks until I can come back and see her because she’s
on her own” and I said “She’s entitled to it and she’s going to get it and if she’s
doesn’t get it as a healthcare professional I’m going to write the Ministry and your
hospital and complain” and I’m able to do that.
Consistent with their nursing role, male DDCs also took on the task of teaching
their knowledge and skills to other family members. This was most notably done when
the care recipient’s health was stable, which permitted the male DDCs to be excused and
ultimately exempted from specific aspects of care. The tasks that were taught were often
gendered in nature; physical and ‘hands on’ activities, such as bathing, versus the more
‘managerial’ tasks o f advocating or organizing care, were taught and or delegated to
others. By doing so, male DDCs became exempt from some tasks while still maintaining
expectations o f others. In this sense, male DDCs’ occupational status allowed them to
keep their options open and choose which tasks they deemed teachable and thus could be
delegated out, while still maintaining control over other tasks. For example, Adam, an
only child, has been expected to manage his father’s care for over twelve years. Over
time, he trained his mother in many nursing, hands-on-skills instead of bringing in
homecare services, which ultimately led to his exemption from those tasks. Similarly,
Karl passed on some o f his knowledge to his wife with the expectation that he would be
able to remove himself from his mother-in-law’s care.
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Personal care like dressing changes, stuff like that, I guess normal folk would get
home care to come in and do it. I’m taking care of that, I’m teaching my mother
how to do that as well. So my mother now is basically filling the role of the nurse.
(Adam)
We kind o f openly kind of discussed it. The treatment or what had been done to
get her better and help her get a little stronger and little tricks how to do that, and
then eventually I would be able to remove myself from actually doing the full care
(Karl)
Ultimately, male DDCs use of their nursing knowledge and skills reinforced the
gendered care provided. Due to their occupational positions, they tended to take on a
more powerful role within their care network by having control over the tasks they were
exempted and expected to provide. Consequently, this control led to the teaching and
delegation of care tasks to others, most commonly female family relatives.

Access to Resources
Male DDCs had access to resources from both their nursing and family
environments. Male nurses typically occupy high status positions within the nursing
profession (Mullen & Harrison, 2008; Whittock et al., 2002), which gives them
connections and power within the health care system. Many male DDCs highlighted how
their connections and positions in the health care system had benefited and improved the
care they provided to their family member, and likely positively impacted their own
health. However, male DDCs experienced the added expectation to use their professional
status to access resources for their familial care. Both Adam and Luke recognized the
advantage they have in comparison to caregivers without a healthcare background.
I’m an OR nurse so I’ve got contacts with all the different services that are in my
hospital. I was able to get him in to see the urologist, I jumped the line. So my
professional work is helping with my private life. (...) I’m interacting with the
surgeons on a daily basis. I know the urologists because I work in the rooms. If
anything happens, I know the orthopedic guys, I know the general surgery guys.
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So if he needs to see a specialist, instead of waiting 6 months we might be able to
get him in earlier. (Adam)
Because I work in the hospital setting I’m very informed, I know the doctors and
who she should be seeing, making suggestions about staff. Because there are
some people who are better out there than others. (...) And who to connect with,
certainly that does help. Whereas someone else might be out there searching and
you know ‘who do I call for this, who do I call for that?’ But when you’re in the
system you sort o f have a better, direct line to get to the person you really want to
talk to. (Luke)
Thus, in addition to accessing and moving through the health care system with
greater ease than other family caregivers, male DDCs had access to additional health care
professionals and services. Furthermore, their awareness o f available community care
resources made them more able to negotiate for appropriate care services for their family
member. John’s recognition o f CCAC services allowed him to better prepare for the care
his mother-in-law would require, thus decreasing the expectation that he would provide
care.
She’s always been independent, but suddenly she’s had a knee replacement and
she’s expecting the daughter and the son-in-law and the kids to run home and look
after her. The daughter is saying “Ok we got to go do this” and I am saying “No
we don’t, when she has the surgery we ask to speak to the CCAC coordinator at
the hospital and we tell him this is the situation, what does she need and this is
what we think she needs”.
Additionally, male DDCs had the support of colleagues in the nursing profession.
This support helped in the emotional and physical aspects of care. Ralph provided an
excellent example o f this, where his colleagues not only supported him at work, but
would also provide nursing care to his mother if needed.
I work with incredible people, and there’s almost, like with nurses there’s
unofficial tact where you know if you’re in trouble we’re here. They don’t push,
they’re not pushy about stuff but they’re always there. My coworkers would
deliver food to the house or other ways where they’ll actually show up and send
you home (...) the support things that really were helpful was coworkers offering

35
to come and sit, do ADL’s [activities of daily living], bath her, all that kind of
stuff.
This type of experience may be a reflection of gender status. The female nursing
colleagues may have felt the need to help the male DDCs due to gender norms that define
men as ‘unnatural’ caregivers and that determine male appropriate caregiving tasks.
However, nursing colleagues also expected male DDCs to be a nurse rather than a son
when their family m ember’s care was within a working environment. For example,
Ralph was put in a situation where he was forced to intervene in his father’s care while in
the emergency room.
All of a sudden all of the nurses disappeared. He was doing poorly and he just
needed to be cared for now. Now having said that I recognize that I wasn’t in the
best position to determine that at the time because of emotional attachment and
coupled with stress. But then what I did was hook up his oxygen, started an IV,
drew his blood work at the same time did a blood gas. Now that’s what I would
have done if I was assigned to him as his nurse but that was completely
inappropriate for me to do.
Ralph took on the same responsibilities that he would normally have if he were actively
working in his unit. However, he was there as a patient’s family member and thus risked
being reprimanded for his actions.
In addition to accessing the health care system and health professionals, male
DDCs often took on a managerial role in their parent’s care which allowed them to access
and use family members as resources for the provision of care. Usually female family
members took on the primary caregiver role, while male DDCs maintained the roles of
health care advisor, educator, and health care liaison as a result of the combination of
their gender and occupational statuses. Male DDCs tended to access family members in
accordance to gendered tasks: female relatives for ‘female’ tasks such as bathing and
male relatives for ‘m ale’ tasks such as yard work. For example, Tom specifically stated
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that bathing his mother would be a ‘female’ task, and that as a male he was exempted
from it. Thus, he accessed female family members to provide this care task.
We used my sister-in-law for a couple months because I didn’t think it was right
to bathe my mother, I also used my daughters when they were home. Otherwise
my mother won’t bathe herself, she’d go months without bathing so we basically
use nieces and nephews and daughters to make her bathe, because as a guy I’m
not going to bathe my mom. (Tom)

Gendered Expectations and Gendered Exemptions
Male DDCs experienced constant interactions between gendered expectations and
gendered exemptions. These gendered expectations and exemptions came from many
sources, such as family members, the health care system, and from the DDCs themselves.
For example, male DDCs encountered expectations from family members related to
typical gender norms, such as home maintenance.
I’m the guy that fixes the house up when something breaks, I’m also the guy
that’s the chief gardener; the guy with the car so whenever we need anything
heavy from the store, that’s my job. (Adam)
Male DDCs also felt increased expectations from healthcare professionals to
provide care to family members. At times this was related to the lack of adequate
funding and staffing in the health care system. Matt and Dan described a sense of
dependency on DDCs to care for family members and alleviate an over burdened system.
Other people have put that onus on me including the medical profession. Even the
doctors, “Well you know your son’s a nurse and he lives 5 minutes away from
you so he can do it, we don’t need to send a nurse”. I know that that’s not my
responsibility but yet since there’s such a drain in the healthcare system especially
with visiting community nurses that I get drawn in. And I work in that field, I
supervise the community nurses, so you know they pull a guilty one on me. (Matt)
They [CCAC] don’t have enough funding or staff, and the minute they find out
that you’re a nurse, they pull back. So they pull back the services to the point
where it’s one or two visits a week. You may need daily care and you have to
fight for that. But a lot of the times they’ll say “Well, we’ll leave the supplies here
and you can do it”. (Dan)
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However, being a nurse as well as a son, added a different dimension to typical
familial caregiving. Male DDCs felt increased pressure to provide care beyond the
normal traditional expectations of male family members. At times they felt they were
required to fill the gaps left by other family members, which created resentment and
anger. John observed that the increased family expectations he experienced were due to
his nursing profession, thus gendered familial expectations became intersected with the
gendered expectations related to his nursing profession.
When mom got really ill, my father couldn’t handle it, my sister couldn’t deal
with it. Dad would ask “Can you come and help me bath her?”, “Ok dad, I’ll be
right there.” How do you think I felt about bathing my mother and resenting the
fact that my sister wouldn’t help me? I remember when my dad got sick, he had
cancer, and my sister wouldn’t help with that nor my brothers cause “You’re a
nurse, deal with it”. When he got sick I had to bring him into my house and I had
to deal with it all.
The uniqueness o f the male DDC experience came from the interface between the
gendered expectations and exemptions related to their nursing background and those
related to socially-created gender norms. As Darren explained, it is this entwinement
between expectations as a nurse and as a son that led to confusion and frustration.
You provide care to family members and that’s just the way it is, whether you are
a nurse or you’re not a nurse. I think it’s the expectation in life but because I’m a
nurse then I’m the one who’s qualified and therefore should do it. And I’m
constantly having to tell people, you know, it doesn’t take you to be a nurse to be
able to make somebody a sandwich or bring them food.
Male DDCs had some control over the expectations and exemptions they
encountered by delegating and teaching care tasks. Although not directly stated, male
DDCs tended to be aware of their privileged position as a man within both familial and
professional care and they would at times use it to their advantage when possible.
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They [male nurses] learned how to move around the medical profession because
o f nursing. There are a lot of ways nursing can be used, and I think with guys
present, it’s a gender issue, and I think it would be stupid to say that it [a gender
issue] doesn’t exist. So I’m saying, it’s like show business, you milk it for all its
worth, while you can and then you move on when it’s not necessary anymore.
(Sam)
Male DDCs also used their gender status to exempt them from certain tasks.
Their gender status within their family network tended to exempt them from ‘female’
tasks, however, as a nurse, they often were expected to provide care that fell within
‘female’ gender norms. It appeared that male DDCs had the privilege o f choosing when
to be either a nurse or a male family member, and they often acted on the gendered
expectations or exemptions associated with each role. The concept of choice comes
across most clearly in the male DDCs managerial role, where they chose which aspects of
care to be involved in and which to be exempted from. Although the concept of choice
and control may have advantaged male DDCs, tension frequently occurred when
negotiating the intersection of being a male family member and a male nurse, and this
tension could lead to a lack of control and ultimately negative health experiences.

Personal Health Experiences
Health is the presence o f physical, mental, and social wellbeing and it is
recognized as a collective social responsibility (World Health Organization, 2003). The
personal health experiences o f male DDCs were central to their overall caregiving
experiences and were shaped by the determinants of care. As male DDCs they were able
to use their professional knowledge and training to manage the possible negative personal
health effects and prepare themselves for familial caregiving.
I guess you just have to figure it out. Being in the psychiatric end of it with stress,
with all the training that we’ve gone through, we all know stress can cause a lot of
problems so it’s best to try and minimize any types o f stress. (Jacob)
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However, even though male DDCs’ health background may have prepared them for
familial care, they still experienced pressure and stress to provide healthcare support to
family.
I guess as a nurse it is rewarding caring for people, so it sort of continues on from
your job and it’s a rewarding, although a frustrating experience as it can be at
work. I guess you feel the pressure too because you’re the knowledgeable one and
so family sort o f looks at you as the one that has the right answers for things, so
there’s pressure there too. (Mike)
Although male DDCs recognized the sensitive situation they were faced with by
being a family member and a nurse, the expectations they experienced often greatly
changed the dynamics o f social relationships. George used the metaphor of walking into
a minefield, with everyone watching and expecting him to come through, however he had
to be cautious in navigating his path.
It feels a lot like first year clinical when your preceptor is watching you, over your
shoulder, except that there’s a lot more emotional hooks. So you’re kind of
stepping in a mine field especially in my role as the son-in-law. I guess that’s kind
of unique, but I would think it’s the same thing as a daughter-in-law working on a
relative. It’s kind of like dancing through a thorn bush, you have to be really
careful because the things you see coming, you have to negotiate how you’re
going to present them to the family.
Male DDCs tended to focus on the health of their family member at the cost of
their own health. For instance, Ralph explained how he would ignore his own health
when he was providing care to his mother. Specifically, he felt pressured to be a family
caregiver and a working nurse simultaneously. The multiple expectations created the
sense that he was burning out and not fulfilling all his expected roles.
You ignore your personal needs and unfortunately your immediate family needs.
Instead o f working all those shifts because you still have to pay the mortgage, or
this or that. So, if you can fit everything in and still get it done in a day, I’ll work
and do that and I’ll do everything else. Well you know emotionally for the health
o f m yself and my family and my kids I would have been better off to take,
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towards the end o f month, a leave o f absence with or without pay. You have to
concentrate on, and still do the same things for my family and my father and not
try and be everything to everybody. I think nurses have to be careful because if
you’re everything to everybody all the time you’re burning a candle from both
ends sometimes and it’s a tough balancing act.
Similarly both George and Ralph recognized that nurses are always expected to
provide care. Thus, the expectations associated with nursing constantly exist and shape
the life experiences o f all nurses, including familial care experiences. In Ralph’s case,
care took on the shape of a rollercoaster with a lot of crises and calms. During the crises
he would recognize the effects on his health, however he would not be able to fully
address them. Only upon reflection was he able to see the stress he endured and the
health consequences he suffered.
I mean there’s a tremendous amount of unrecognized stuff in the industry that
nurses do and receive no acknowledgement. “Oh so you’re a nurse you walk
around with a cap on and give an enema” or something like that, you know. But
that’s not quite the case, you don’t turn off nursing when you step out that door.
(George)
When you’re in an acute thing, and my dad’s illness ran for 3 years, it’s like a
rollercoaster so you run for 6 months and then you know you’d be really busy for
awhile and on your busy time you notice you are run down, weight loss, blood
pressure would go up, things like that. When things would smooth out you relax
a little bit more, back to normal. You fool yourself into thinking it’s normal and
wait for the next wave or the next highpoint down the rollercoaster or whatever.
(...) But 3 years ago when my dad wasn’t doing well it was very hard, it’s very
hard to cope. People are very generous, you take a lot on yourself, you feel this
obligation and it’s a lot of work at the time but later it comes out you know you
don’t realize the stress you were under until a year later, 3 years later. (Ralph)
Nurses currently face increased stresses at work due to cut backs and increased
acuity in hospitals (Tyson, Pongruengphant & Aggarwal, 2002). As such, nurses have
become accustomed to a constantly changing and under resourced health care system
(Tyson et al.). Similarly, male DDCs talked about coping with the constantly changing
needs and expectations of their family members. They adjusted their role accordingly
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without addressing the possible health consequences. Mike reaffirmed this, adding that
in addition to coping with it, nurses have possibly just learnt to deny the negative
situations surrounding them.
I guess there would be some increased stress and frustration over some issues,
yes. But I don’t think umm maybe I believe that we are a little resilient to it
because we go through this during our workday as well and we learn to cope or
we learn to deny, I’m not sure which.
The health experiences of male DDCs were influenced by the tension encountered
by the intersecting gendered expectations and exemptions associated with their nurse and
family member roles. The source of this tension appeared to be from the precarious
conflicted position that male DDCs often found themselves in. Although male DDCs
appeared to have an advantageous position within familial care, they constantly felt
pressured to resolve others health concerns to achieve positive outcomes. They often
strived to attend to other’s needs, while disregarding their own health. Finally, when they
took note of the negative health effects they were experiencing, they tended to either cope
with or simply deny their concerns.

Discussion
The findings o f this supplementary secondary analysis revealed how gendered
expectations and exemptions enter into the caregiving and health experiences of male
DDCs. The intersection of gendered expectations and exemptions that were constituted
by the determinants o f care bore a direct influence on male DDCs' personal health
experiences. At times, the study participants experienced conflicting expectations and
exemptions, and tension occurred when negotiating between those associated with their
nurse role and those with their family member role.
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Three main insights can be gleaned from the findings o f this research. First, male
DDCs’ caregiving experiences are shaped by the determinants of care: familial
responsibility and relationships, nursing knowledge and skills, and access to resources.
Consistent with other findings (Bedard et al., 2004; Marshall, 2006; Pavalko et al., 2007;
Ussher & Sandoval, 2008), gender and social norms shaped both expectations and
exemptions in the provision of care. In line with Matthews and Heidom’s (1998) study
of brother-only siblings, male DDCs tended to engage in tasks based on traditional male
gender roles, such as yard or home maintenance, more often, while delegating other tasks
that were considered ‘women’s work’ to female family members or formal services.
However, male DDCs encountered additional factors, such as the knowledge and
resources gained from their nursing profession, which shaped their provision of care.
Specifically, the nursing knowledge and skills possessed by male DDCs changed their
typical filial responsibilities. Their position in a feminized profession played into their
position within their familial caregiving and, as such, male DDCs were at times expected
to perform tasks that were traditionally viewed as ‘female’ tasks. The addition of the
nursing role to their filial role transformed the gendered expectations and exemptions
associated with their familial care.
Similarly, male DDCs’ access to health care resources affected their familial
relationships. As a male nurse in the family, male DDCs typically adopted a managerial
role over care and became responsible for all aspects of care. Male DDCs were able to
call on a multitude of resources available to them, which included the delegation of care
tasks to other family members. Similar to Ingersoll-Dayton, Neal, Ha and Hammer’s
(2003) study o f sibling caregivers, conflict within sibling relationships appeared to occur
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and change as a result of inequities, specifically in relation to the power associated with
task delegation. Male DDCs were rarely equals within their family caregiving unit;
rather they became the managers and controllers of care. Similar to male DDCs, other
caregivers may have their own unique caregiving experiences that are affected by
multiple coexisting determinants of care. It is these coexisting determinants of care that
entered into the health experiences of male DDCs. With the current expected increase of
older adults requiring familial care (Health Canada, 2002) an increased awareness must
be made that all caregivers cannot be treated the same. Rather it should be recognized
that caregiving is complex and many factors play a role in the caregiving experience. In
addition, these factors all have a bearing on the caregivers’ health. Male DDCs and all
caregivers must be acknowledged for the unique care they provide and ensured they are
supported through community and workplace initiatives. Specifically, we should be
particularly attentive to employed caregivers, such as DDCs, and put workplace policies
in place that promote their health.
Although expectations and exemptions associated with caregiving are well
documented and analyzed in the literature, few studies recognize their simultaneous
occurrence. The second insight gleaned from this study was the interface between
expectations and exemptions associated with caregiving. The interaction between
gendered expectations and gendered exemptions is the unique contribution this study
brings to current literature. To date research reports have underestimated the coexistence
of multiple caregiving expectations or exemptions. Male DDCs are in a unique situation
in that they experience different gendered expectations and exemptions than other family
caregivers. At times these expectations and exemptions associated with their nurse and
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filial roles can be conflicting. The male DDCs in this study did not experience
expectations independently o f exemptions, or vice versa. Instead, male DDCs were faced
with gendered expectations and exemptions concurrently, as a result o f both their nursing
background and socially-created gender norms. Unlike Matthew’s (1995) study which
addressed the concept o f legitimate excuses to highlight only the exemptions caregiving
sons experienced, this study o f male DDCs showed that expectations and exemptions are
intertwined and experienced simultaneously. As such, male DDCs were faced with
constant tension between the expectations and exemptions they experienced.
Male DDCs used the expectations that guided their actions to determine the
consequent exemptions, and similarly exemptions would guide expectations. For
example, when male DDCs fulfilled their caregiving expectations related to nursing they
would exempt themselves from some of their filial care expectations. Thus, not only
were expectations and exemptions occurring simultaneously, there also seems to exist
movement between them, and male DDCs appeared, at times, to control and determine
this movement to their advantage. Although some research has examined expectations
and exemptions separately, more empirical development is needed to further examine
their coexistence and its role in health experiences. Specifically, critical research studies
may better attend to the power associated with controlling and delegating expectations
and exemptions, especially from a gendered perspective.
The third insight from this study was that male DDCs simultaneously exhibited
gendered advantages and disadvantages. Male DDCs were able to pull on gender as a
resource, which allowed them to draw on gender to help solidify their advantaged
position within society. As such, male DDCs had control of their caregiving experiences
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by choosing which care tasks they would be responsible for and which would be
delegated. However, although their nursing background provided some advantages in
regards to having resources and skills to aid in care, it also disadvantaged male DDCs.
By being a part o f a ‘feminized’ profession, male DDCs encountered conflicting
expectations that ultimately made them lose their sense of control. For example, at times,
siblings would step back from filial contributions because the nurse (male DDC) in the
family was the ideal caregiver. The male DDCs’ nursing background increased
caregiving expectations and challenged the exemptions they typically experienced as
sons. Male DDCs were consequently encountering coexisting expectations and
exemptions, which simultaneously advantaged and disadvantaged them.
Gender is defined as one of the social determinants of health (Raphael, 2009),
which creates inequities within multiple social contexts (Keheler, 2004) and cuts across
all aspects of social life (Raphael). Gender is not an individual attribute rather it is
imposed by society based on the dichotomous understandings of men and women.
According to West and Zimmerman (1987) gender is done through social interactions.
Thus, the advantages and disadvantages the male DDCs encountered are the result of
social gender norms constructed in their everyday social interactions. However,
according to Deutsch (2007), since gender is ‘done’ or constructed, it can also be
‘undone’ or deconstructed. Theoretical development that aims at deconstructing gender
norms could help address some of the challenges and negative health experiences
caregivers face.
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Conclusion
This qualitative secondary analysis explored how gendered expectations and
exemptions enter into the caregiving and health experiences of male DDCs. The findings
from this study revealed a major overarching theme in the male double duty caregiving
experience: the determinants o f care. The study participants encountered multiple
factors, such as their family relationships and healthcare knowledge, which shaped their
provision of care. Current policies should recognize that familial caregiving is complex
and that many factors play a role in the caregiving experience and subsequently the
caregiver’s health, particularly DDCs and other employed caregivers. Additionally, the
intersection of gendered expectations and exemptions that were constituted by the
determinants of care bore a direct influence on male DDCs' personal health experiences.
The study participants found themselves at the interface between the gendered
expectations and exemptions associated with their nurse and family member roles.
Tension occurred when male DDCs experienced conflicting expectations and exemptions
associated with these roles. This tension likely came from the male DDCs being
associated with a feminized profession. As such, male DDCs were at times expected to
perform tasks that were traditionally viewed as ‘female’ tasks. However, the male
DDCs’ nursing position, at times, placed them in a managerial role in the care of their
family member. This role gave them control over the exemptions and expectations they
experienced. Specifically, some of the study participants chose which tasks they would
be exempted from by delegating them to others. The addition of the nursing role to their
filial role influenced the gendered expectations and exemptions associated with their
familial care. The study participants’ health experiences were largely the result of the
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gender ideologies and social norms associated with caregiving. These findings have
direct implications for healthcare policy and practice, future research, and theory
development.
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Chapter 3
The purpose o f this qualitative secondary analysis was to explore how gendered
expectations and exemptions enter into the caregiving and health experiences of male
double duty caregivers (DDCs). The findings from this study revealed that determinants
of care, such as nursing knowledge, access to resources, and family responsibilities and
relationships, play a role in the gendered expectations and exemptions experienced by the
male DDCs. Their unique situation of being both a male nurse and a male family
member created, at times, conflicting, coexisting expectations and exemptions. Male
DDCs found themselves at the interface between expectations and exemptions associated
with their nursing occupation and family member roles, and experienced tension when
negotiating these roles. The study participants appeared to exhibit the simultaneous
advantages of having caregiving knowledge and access to healthcare resources and the
disadvantage of experiencing conflicting gendered expectations due to being associated
with a ‘feminized’ profession. These study findings illuminate important implications for
healthcare policy and practice, future research, and theory development.

Implications for Healthcare Policy and Practice
Study findings revealed multiple coexisting factors, such as familial relationships,
nursing knowledge and access to resources, involved in the male DDC caregiving
experiences. Each male DDC encountered a unique combination of these contextual
factors related to their care expectations and exemptions. Although all the male DDCs
were both family caregivers and nurses, their health experiences varied. Many of the
study participants encountered tension when negotiating between their family member
and nurse roles. Family caregiving is a strenuous task, which can impact multiple aspects
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of the caregiver’s life, such as family and work life (Ho, Chan, Woo, Chong & Sham,
2009; Sawatzky & Fowler-Kerry, 2003). While the study participants may appear to be
advantaged in comparison to family caregivers without a health care background,
nonetheless they experienced increased expectations due to their nursing position within
the family system. Healthcare policies are needed that recognize the unique experiences
o f DDCs and supports them in their caregiving role within their family and work life.
Family caregivers are an essential and central part of health care systems (Kelly,
Reinhard & Brooks-Danso, 2008), however the act of balancing work and caregiving has
become increasingly conflicted, suggesting employees are experiencing more challenges
in balancing the multiple demands and expectations (Duxbury & Higgins, 2001;
Korabick, Leo & Whitehead, 2008). Specifically, some possible negative aspects of this
work-life interface include work-life conflict, role strain, job stress, and poor
performance (Korabick et al.). The male DDCs’ dual caregiving positions reinforced the
complex nature of caregiving, where an array of factors, such as their nursing knowledge
and familial relationships, influenced their experiences. Accordingly, in Ward-Griffin,
Brown, Vandervoort and McNair’s (2005) study, female DDCs used multiple strategies
in an attempt to address and set boundaries between their professional and familial
caregiving, still they had no choice but to provide care. Similarly, in the current study,
male DDCs also felt increased pressure to provide care, however at times it appeared that
they had some choice in regards to the care tasks they were willing to provide, suggesting
that gender played a role in their choice to provide care. This gender difference between
the male DDCs and the female DDCs emphasizes the need for further research on the
role o f gender within caregiving to ensure healthcare policies and practices reflect current
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realities.
The male DDCs in the current study expressed negative health experiences when
negotiating between their nurse and son roles. This tension came from the conflicting
gender norms they experienced. At times, the study participants were able to delegate
care tasks that they deemed gender inappropriate for them, however due to their nursing
background, they were also expected to perform tasks beyond their expected son role.
The ability to delegate gave the male DDCs some control as to the gender specific care
tasks they performed. However, they expressed tension when this control was
challenged. Specifically, the study participants experienced tension when they were
expected to provide care by healthcare professionals who failed to recognize that they
were family members in addition to being nurses. This oversight highlights a need for
educating health care professionals about the dual roles of DDCs and the potential
negative health consequences of negotiating these two roles. Typically nurses and other
health care professionals are looked to for leadership and support by family caregivers
(Reinhard, Given, Petlick & Bemis, 2008). However, health care professionals should
reflect on their own practice standards, ensuring they are supportive and not obstructive
to their own health as well as to the provision of care by family caregivers (Reinhard et.
al.; Ward-Griffin, 2001).
For example, the College of Nurses of Ontario’s practice standard; therapeutic
nurse-client relationship (College o f Nurses of Ontario, 2006), addresses the unique
experience of nurses providing care to family members. However, this practice standard
does little to address the complexity of the DDC experience. Rather, it simply states that
if the nurse is unable to maintain a professional nursing role in the care provision of their
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family member, they should excuse themselves and find a replacement. However, the
current study highlights that DDCs were not always able to remove themselves from care
due to the dual expectations placed on them as a son and as a nurse, and the inability, at
times, to obtain consistent, available and accessible formal care services to assist their
relatives. This awareness of the inability to find alternative care arrangements for their
relative may help health care providers avoid placing additional expectations on DDCs,
and encourage action towards the development o f supportive professional, workplace and
governmental gender-sensitive policies. Such policies should aim to decrease the
gendered expectations placed on DDCs and support them as family caregivers in the
home and employed caregivers in their workplace. These supports may include home
care services, which are available and accessible during the workday, including those
times when DDCs work evenings and nights. Generally speaking, health care
professionals can also serve as liaisons between family caregivers and management, and
work towards the implementation of new practice standards that reflect the specific and
unique needs of employed family caregivers, while also considering how gender plays a
role in care provision. These practice standards should recognize that DDCs are family
members in addition to being health care professionals; as such they may require certain
considerations to allow for exemptions and support.
Similar to practice standards, workplace policies tend to disregard the complexity
and challenges associated with providing familial care while continuing to maintain their
work hours. For example, workplace policies that do not recognize familial care
obligations as a valid reason for missing work do little to provide support to employed
caregivers, such as DDCs. DDCs and other employed caregivers are in need of
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workplace policies that take into account their needs and support them within their work
and caregiving environments such as, flexible work schedules and family leaves of
absence (Ward-Griffin, 2004). In addition, gender-sensitive legislation should be created
to ensure family caregivers do not suffer losses in terms of employment benefits such as,
pensions, sick leave and vacation, when they miss work as a result of their caregiving
responsibilities. DDCs in particular, are at risk of suffering work related losses due to the
gendered expectations they encounter as a result of their caregiving profession. This
employment refinement would greatly support the reintegration of caregivers into the
workforce after their familial caregiving episode.
Although the current study is specific to DDCs, this study also highlighted some
important implications for healthcare policies specific to all family caregivers. In order
to support familial caregiving, caregiver coalitions and support services must be aware of
the complex relationship between the co-existing factors each caregiver encounters in
their caregiving experiences, and go beyond short-term recommendations that simply
address how to manage familial care. For example, the Family Caregiver Alliance’s
(2003) article “Taking Care of You: Self-Care for Family Caregivers” provides
recommendations such as: reduce stress, ask and accept help, exercise and learn from
your emotions. These individual recommendations fail to address the complex factors
involved in caregiving, including gender; rather they tend to ‘victim-blame’ the family
caregiver by insinuating that the caregivers alone are responsible for ensuring a healthy
family caregiving experience. Instead, family caregivers are in need o f the development
and implementation o f specific gendered-sensitive strategies and policies designed to
assist and protect them long-term, as addressed in the “Framework for a Canadian
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Caregiving Strategy” developed by the Canadian Coalition on Caregivers (CCC, 2008).
This framework also places the attention on all levels of government to engage in
initiatives that aim to support and assist all Canadian family caregivers, and calls on all
parts o f society, both the public and private sectors to work together to help achieve a
supportive vision for family caregiving (CCC).
Currently, Canadian employed caregivers can access the Employment Insurance
Compassionate Care Benefit (EICCB) program. The EICCB’s goal is to provide job
security and income assistance for a maximum of six weeks to Canadian workers eligible
for employment insurance who take a temporary leave from work to care for a person at
risk o f dying within 26 weeks (Service Canada, 2010). However, the EICCB needs to
recognize the gender norms associated with family care and adequately support all family
caregivers. Its short benefit period, the requirement for medical certification of
imminence of death, and strict eligibility requirements limit the caregivers that are
eligible to access the EICCB program. In the case of the study participants, caregiving
was not specific to palliative care, nor could they judge the length of time they were
required to provide care. DDCs and other employed caregivers are in need of
comprehensive and gender-aware policies that accurately reflect their needs, for example
less time-restrictive policies that account for all types of family care, and policies that
encompass more than palliative or mental health care; such policies would be better
suited to support all family caregivers. Canada’s current governmental caregiver
initiative and policies largely ignore gender and devalue caregivers who provide daily
care well before chronic dependency occurs. Incorporating more inclusive and long-term
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government support programs may greatly improve caregivers’ experiences with familial
care and increase positive health outcomes.

Implications for Research
Many researchers have studied expectations and exemptions associated with
caregiving. However, most have simply reported that men are typically exempted from
familial care (Marks, Lambert & Choi, 2002; Matthews, 1995, 2002; Matthews &
Heidom, 1998; Pinquart & Sorensen) and women are expected to provide care (Bedard,
Koivuranla & Stuckey, 2004; Sawatzky & Fowler-Kerry, 2003). This current study
aimed to help fill a current research gap, which addressed the simultaneous co-existence
of gendered expectations and exemptions associated with male nurses as family
caregivers.
The findings o f this study revealed that male DDCs experienced tension at the
intersection o f the expectations and exemptions they encountered to provide familial care.
Similar to the current study participants, Ward-Griffin, St.Amant and Brown (2011)
studied compassion fatigue among female DDCs and found that they were unable to
escape caregiving, and that the expectations they experienced were related to how they
were socially positioned as women caregivers. Although the male DDCs in the current
study also felt some obligation to provide care, they were also at times able to control and
choose what care tasks they would provide; this selectivity appeared to play a significant
role in their health experiences. Although this research addressed how expectations and
exemptions entered in the health experiences o f male DDCs, further studies focusing on
the specific health consequences related to gender and double duty caregiving, such as
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compassion fatigue or nurse burnout, would help inform the development of supportive
gender-sensitive policies and programs for DDCs.
The current study revealed that male DDCs delegated some care tasks to other
family members, which gave them some control over the expectations and exemptions
they experienced. The ability to control and delegate care tasks suggests that possible
power positions, including gender, exist within family caregiving. Some studies have
addressed the role o f power in family caregiving through nurse-patient relationships
(Henderson, 2003; Hewit-Taylor, 2004; Lindahl, Liden, & Lindblad, 2011; Oudshoorn,
Ward-Griffin & McWilliam, 2007), and amongst siblings (Connidis, 2007; Keating,
Dosman, Fast & Swindle, 2008; Roff, Martin, Jennings, Parker & Harmon, 2007;
St.Amant, 2008; Suitor & Pillemer, 2007), however few studies have addressed how the
family caregivers’ occupational status may play a role in the positions they hold within
family caregiving. These findings would benefit from critical research studies that
address care provision inequities and power relationships among family caregivers.
Specifically, critical studies could illuminate how social positions related to gender, class,
and race, may intersect and shape familial caregiving and health experiences.
In addition, further studies that take into account the role o f the care recipient,
family members and other individuals involved in the expectations and exemptions
simultaneously experienced by caregivers, are needed. Familial care is rarely done alone,
rather multiple individuals are involved and how they relate to each other determines how
care is carried out (St.Amant, 2008). In addition to the expectations and exemptions
family caregivers experience, the people, environments, contexts and processes involved
in familial care are essentially connected and constantly influencing each other (Doane &
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Varcoe, 2007). According to Doane and Varcoe, an individual’s sense of identity and
health experience is interrelated and influenced by his/her relationship to everyone and
everything. Thus, studies that aim to incorporate the combined experiences of all of the
individuals involved in care provision would better articulate how the relationships
between and amongst them influenced the caregiver’s health experiences.
Finally, the current study finding that gendered expectations and exemptions
constantly intersected likely translates to other caregivers. Although gender may be in
play in their caregiving experiences, occupational status may also influence their DDC
experience and its health effects. Therefore, we need to extend this knowledge of the
intersection of gendered expectations and exemptions to other professions, such as
physicians and social workers, as this could offer insights into new and unique DDC
experiences specific to their professional roles (Ward-Griffin et. al., 2009). Specifically,
focusing on the intersecting relationship between expectations and exemptions among all
healthcare professionals who are also family caregivers may offer new findings and
insights into health consequences of balancing the expectations and exemptions related to
each role. In addition, it would be interesting to consider how the type of employment
and one’s position within it advantages and disadvantages the provision of care.
With an aging population (Statistics Canada, 2006) and family caregiving
becoming a normative expectation of society (Armstrong, 2002), more individuals,
including those who are employed, are likely to become caregivers to older adults.
Ultimately, more research studies are needed to better understand how family caregiving
impacts the caregiver’s care provision, employment, profession, relationships and
ultimately their health. In addition, research efforts should focus on policy research,
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which would provide an analysis of the current policies available to family caregivers and
offer appropriate recommendations towards implementing better gender-sensitive policy
options.

Implications for Theory Development
The study findings suggest a number of implications for theory development.
Specifically to the original study, this secondary analysis makes a contribution to the
theorizing of gender and associated expectations and exemptions within the current DDC
model. Although the model includes expectations as one dimension of DDC, gendered
exemptions needs to be considered as another important dimension within the health
experiences o f DDC. West and Zimmerman’s (1987) framework is useful in
understanding how gender is created and reinforced within familial caregiving as well as
how gender plays a role in the health experiences of male DDCs, it would be helpful to
focus on how gender can be deconstructed and challenged in the future. One way to do
this is to use Deutsch’s (2007) concept of deconstructing or ‘undoing’ gender through
social interactions. For example, West and Zimmerman helped highlight how
interactions play a role in unequal gender relations, however, our goal should be to
highlight the social interactions that aim to change and challenge hegemonic gender
ideologies (Deutsch).
Caregiving has typically been associated with women (Bedard, Koivuranla &
Stuckey, 2004; Marks, Lambert & Choi, 2002; Pavalko et al., 2007; Sarkisian & Gerstel,
2004; Sawatzky & Fowler-Kerry, 2003; Statistics Canada, 2006), who are often referred
to as ‘natural’ caregivers (Calasanti & King, 2007; Russell, 2001). The male DDCs in
this study highlighted how their gendered status affected their family relationships, and
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how their association with a ‘feminized’ occupation created conflicting expectations and
exemptions, which ultimately played a role in their health and caregiving experiences. It
is possible that much of the DDCs’ negative health experiences were due to the gendering
o f caregiving. Gender is created and constructed through social interactions, which
reinforce gender norms (Connell, 2005; Deutsch, 2007; West & Zimmerman, 1987).
The World Health Organization (2010) recognizes that gender norms give rise to
inequalities that may lead to inequities in health, thus making gender a powerful
determinant of health (Deutch; Keleher, 2004; Raphael, 2009).
Health differences are rooted in complex structures of social injustice (Galabuzi,
2009). It has been well established that groups experiencing some form of social
injustice tend to exhibit lower health status (Galabuzi). Family caregivers have been
recognized as a group currently experiencing social injustice (Galabuzi), specifically in
the current study we noted that the family caregivers experienced increased expectations
to provide care outside their comfort level and also perceived that formal care supports
were cut back due to their nursing background. As such, family caregiving in particular,
would benefit from theoretical development that aims to deconstruct gender norms in an
effort to ensure social justice and positive health experiences amongst all family
caregivers. Accordingly, since gender is constructed through social interactions, it can
also be deconstructed the same way (Deutsch, 2007). Theories and research that
emphasize the ‘doing’ o f gender tends to focus only on the ways in which gender
expectations, exemptions and resulting actions and behaviour are reinforced (Baber,
2010; Deutsch, 2007; Lorber, 2000). Currently, little attention has been given to the
ways in which hegemonic gender ideologies are challenged or changed (Baber, 2010;
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Lorber, 2000). Since gender and its performance can ultimately disadvantage men and
women in terms of their health, occupation and societal roles, rethinking gender by
breaking down norms and expectations would remove the constraints that gender places
on individuals. Specifically, challenging gender ideologies within caregiving would
ensure that social norms associated with caregiving would not be the sole responsibility
of specific individuals, but rather caregiving would become the responsibility of all of
society equally.

Conclusion
This qualitative secondary analysis explored the caregiving and health
experiences of male double duty caregivers. The findings revealed that determinants of
care played a role in the gendered expectations and exemptions they experienced. At
times, the male DDCs expressed negative health experiences at the intersection of the
gendered expectations and exemptions associated with both their nurse and son roles. A
number of implications for healthcare policy and practice, research and theory
development were identified. Overall, research on the DDC experience, specifically the
intersection of expectation and exemptions, appears to be lacking. Further research that
links professional and familial caregiving would have the added value o f increasing our
understanding o f employed caregivers, specifically how double duty caregiving plays a
role in health experiences and care provision.
Current government programs and workplace policies are inadequate in
supporting DDCs and other employed caregivers. The caregivers’ contributions to family
and work life, and their overall health experience, need to be included. The “Framework
for a Canadian Caregiving Strategy” (CCC, 2008) is an excellent source of information
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on how to better support our growing number of family caregivers. Addressing a
multitude o f health and social services is needed for caregivers, ranging from legal,
psychological, educational and financial support (CCC). Finally, theory development
should aim to deconstruct the gender ideologies associated with caregiving. Challenging
gender ideologies within caregiving and their associated social norms would ensure that
society, as a whole, would become responsible for the health o f our family caregivers,
rather that placing the responsibility on the family caregivers alone.
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Health Professional Caring for Elderly Relatives:
Investigating The Health Effects of Double Duty Caregiving
Principle Investigator:

Co-investigators:

Dr. Catherine Ward-Griffin, RN, PhD, Associate
Professor
School of Nursing, University of Western Ontario
Dr. Janice Keefe, PhD, Professor,
Dept of Gerontology, Mount Saint Vincent University
Dr. Ann Martin-Mathews, PhD, Professor,
School of Social Work and Family Studies,
University o f British Columbia
Dr. Mickey Kerr, PhD, Associate Professor,
School of Nursing, University of Western Ontario
Dr. Judith Brown, PhD, Professor,
Department of Family Medicine, University of Western
Ontario

As a registered nurse o f the College of Nurses of (British Columbia, Ontario or Nova
Scotia), you are invited to take part in a national research study conducted by a team of
researchers led by Dr. Catherine Ward-Griffin at the University of Western Ontario. The
purpose of the study is to test the model of double duty caregiving (DDC) and to
determine if and to what degree DDC impacts the health o f professional caregivers. In a
pilot study, we developed and tested the DDC Scale, which measures the expectations,
supports, strategies and interface of personal and professional caregiving amongst health
care providers who provide care to elderly relatives. To be eligible to participate in this
study, you must be a registered nurse, 40 years of age or older and work in direct practice
in a health care facility.
By taking part in this study, you will be providing valuable information that could be
used to identify appropriate resources and plan effective programs for nurses and other
health care professionals caring for elderly relatives. Both workplace and professional
organizations could use this information to develop programs and policies that begin
addressing some o f these areas. As well, this research is particularly relevant as it
responds to quality o f nurses’ personal and professional lives and the elders they care for
within a climate o f health care reform. In recognition o f your contribution to the project,
a $2.00 gift certificate to Tim Horton’s is attached to the questionnaire. This certificate is
yours to keep even if you do not complete the questionnaire.
If you agree to participate in this study, you will complete five self-administered
questionnaires. These questionnaires will address: health status (SF-12), wellbeing (Tebb
Scale), burnout (MBI), personal and professional caregiving (DDC Scale), and some
demographic information such as age and occupational status. It is estimated that the total
time to complete the questionnaires is 20-30 minutes. If you do not care for an elderly
relative or friend, please complete all questionnaires other than the DDC Scale, as
this will provide valuable comparison information. Upon completion of the
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questionnaires, we ask that the questionnaires be returned in the enclosed, self-addressed
envelope b y ______ .
There are no known risks in taking part in this study. You may refuse to answer any
questions and are free to withdraw from this study at any time. Participation is voluntary.
All information that you provide will be kept confidential. All information will remain in
a secure location and will only be available to the research team. Your name will not
appear in any reports o f the study; code numbers will be used instead of names. The
results of this study will be described in oral and written presentations and may be
published in professional journals; however the results will be presented as a group, and
you will never be personally identified. This letter is for you to keep.

If you have any questions about the conduct o f this study or your rights as a research
participant you may contact the Director, Office of Research Ethics, The University of
Western Ontario, (519) 661-3036.
If you would like more information about the study, please contact me at the phone
number or email below.

Catherine Ward-Griffin, RN, PhD
Associate Professor
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Telephone Semi-Structured Interview Guide
Participant Number:

Date:

Start Time:

Hello. My name i s _______________ , and I am a research assistant in the School of
Nursing at the University of Western Ontario. I am calling to thank you for agreeing to be
contacted for an interview on double duty caregiving. Is this a good time for you? If not,
we can (re)schedule it for another time at your convenience. Just to remind you the
purpose of this study to better understand how double duty caregiving—that is, caring at
home and at work affect the health of professionals caring for elderly relatives. We also
would like to hear your ideas of possible solutions to address any health related problems
as a result of double duty caregiving. You may refuse to answer any question that you are
uncomfortable with, and may stop the interview at any time. I also want to remind you
that all your answers will be kept confidential. You will never be personally identified in
any reports of the study; study findings will be presented in a group. You may refuse to
answer any questions and you may withdraw from the interview at any time. Before we
begin, would you mind if I recorded the interview? Do you have any questions?

PART A
To begin with, I would like you to answer the following 7 survey questions (from the
caregiving interface scale) that you answered a few weeks ago. This subscale was the
short statements at the end of the survey. We are doing this in order to compare the two
scores for interface for statistical purposes. The following are statements related to the
boundaries between professional care and family care. Please indicate how much you
agree or disagree with each statement below by circling one of the following.
1. Strongly Disagree
Agree

2. Disagree

3. Neutral

4. Agree

5. Strongly

Because I am a nurse who also provides care to my relative: (repeat stem before each
statement)
I can never get away from providing care.

12 3 45

I feel pulled in two or more directions.

12 3 45

I feel like I’m caught between two worlds.

12 3 4 5

I feel my professional help goes unrecognized.

12 3 4 5

I experience stress when my family and professional
roles blur.

12 3 4 5

I struggle to keep my “health professional” and “family member”
roles separate.

12 3 4 5
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I feel confused when I should be the “professional” and when I
should be a “family member.”

12345

PART B
The next part of the interview will take approximately 45-60 minutes, but it may be
shorter or longer as you wish. I am interested in your ideas about nurses [family
physicians] caring for elderly relatives. I have a few questions that I am going to ask you
to describe these experiences.
Guiding Questions:
1. May I ask who you provide care for? From your perspective, describe what it is like
to care for (elderly relative)?
Possible Probes:
What kinds o f care do you provide to (name of relative)?
How does it make you feel when you provide care to (name of relative)?
Has your relationship changed in any way since you have been providing care to
your relative? If so, how?
2.

What factors have influenced the provision and type of care that you provide to
(name of relative)?
Possible Probes:
Do you feel that you are expected to provide care? Why?
Do others expect you to provide care? If so, how?

3. Are there resources or supports to assist you in caring for (name of relative)?
Possible Probes:
If yes, what types of supports ( Instrumental? Emotional? Financial? Other?)
Source o f supports? (personal, workplace, professional, government)
4. Do you think other resources or supports need to be in place to assist you in caring for
(name of relative)?
Possible Probes:
If yes, what types o f supports (Personal? Workplace? Professional? Government?
Other?)
Are there things you would like to change? (e.g. policies)
5. Do you use particular strategies to manage the care that you provide to (name of
relative)?
Possible Probes:
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If yes, what types of strategies (Setting limits? Making connections? Other?)
Describe the effectiveness of the strategies?
6. Because you are both a nurse [family physician] and a (state relation to relative), has
caring for (name o f relative) affected you?
Possible Probes:
If yes, how has it affected you?
Could you give an example to illustrate this effect?
7. As someone who provides care to patients and to a family member, how do you feel
about the quality o f care you are providing to patients? And the quality of care you
are providing to your elderly relative?
8. Have you noticed any changes in your health as a result of your caregiving
responsibilities?
Possible Probes:
If so, what would those changes be?
Could you provide an example?

9.

Are there any questions that you think I haven’t asked and would like to talk
about?

10.

Any final thoughts?

11.

May I call you again in 6 months for another interview?

Thank you for your participation in this interview we recognize that your time is
valuable, and would like to offer you a coupon as a token of our gratitude. May I confirm
your mailing address?
End Time:
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Telephone Interview Field Note Guide
Date of Interview:

ID number:

Interviewer:

□
□
Information related to person receiving care
Where they live
Age
Sex
Illness
Care needs
Duration of care
Summarize Salient Points from interview
What does the duality of roles ‘look like’ for this person?
What are the expectations? Source of expectations?
What are the main resources/supports (in both domains). Note “network—what is
supportive/what is not.
What strategies were identified? For individual use? For profession (e.g. advocacy)?
Knowledge of any professional standards (provincial/federal) related to RNs caring for
relatives
Contextual Factors
What happened that day?
Were the issues scheduling the interview?
Living arrangements
Cl score— does it seem to reflect interview data? Why/why not?
Tone o f Interview
Were there emphatic responses? Did the tone of the interviewee change at any point
during the interview? If so, please describe.
Consent for second interview
Any additional follow- up required
□
Other
□

